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Background: The aim was to describe levels, patterns and correlates of physical activity and sedentary behavior in
a sample of Swedish children, two years of age, with normal weight, overweight and obese parents.
Methods: Data from 123 children, 37 with normal-weight parents and 86 with overweight/obese parents, enrolled
in the Early Stockholm Obesity Prevention Project study was used. Children wore an Actigraph GT3X+ accelerometer
for seven days. Average activity (counts per minute), number of steps and time spent in low and high-intensity physical
activity and in sedentary was assessed. Differences between weekdays and weekend days were examined as were
correlations with sex, body mass index (BMI), motor skills and family-related factors.
Results: Children were active at high intensity 11% of the day. On average 55% of the day was spent being sedentary.
Number of steps and time in low-intensity physical activity differed between weekdays and weekend days: on
weekdays, 363 more steps (p = 0.01) and six more minutes in low physical activity (p = 0.04). No differences were
found for any physical activity or sedentary behavior variable by sex, BMI, motor skills or any family-related variable
(p = 0.07 – 0.95).
Conclusions: Two-year-old children have an intermittent activity pattern, that is almost similar on weekdays and they
spend about half of the daytime active. The absence of any association with sex, BMI, motor skills or parental factors
indicates that the individual variation in this age group is primarily due to endogenous factors.
Trial registration: Clinicaltrials.gov: NCT01198847.
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Physical activity (PA) affects health in both children and
adults [1,2] and it is possible that PA improves health
already at four years of age [3]. Little is known about
levels, patterns and correlates of PA and sedentary behav-
ior (SB) in children under the age of three and preschool
children are generally assumed to be habitually active [4]
but this has not been confirmed by research. Several fac-
tors, such as sex [5,6], adiposity [6-8] and motor skills* Correspondence: Elin.johansson@ki.se
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unless otherwise stated.[9,10] have been associated with PA and SB in school-aged
children from at least six years of age but it is not clear at
what age these associations start to occur. In young chil-
dren, parents play an important role for health-related be-
haviors [11]. Thus, family-related factors such as parental
education [12,13], parental body mass index (BMI) [12]
and siblings [12] might affect young children’s PA and SB.
PA is a complex and multidimensional behavior which
makes it difficult to assess. Objective methods are pref-
erable [14] and accelerometers are often used to assess
PA and SB in school-aged children and adults. The use
among preschoolers is increasing; however studies of ob-
jectively measured PA and SB over several days in children
under the age of three are still sparse. Accelerometers can
be worn on different body locations, such as the waist,tral. This is an Open Access article distributed under the terms of the Creative
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measure sleep [17], and a wrist placement is more feasible
if the monitor is worn during night time. A wrist place-
ment might also increase compliance.
The Early Stockholm Obesity Prevention Project (Early
STOPP) is an ongoing cluster randomized controlled
trial including children with high and low risk of becom-
ing overweight or obese, based on parental BMI [18].
The Early STOPP cohort has a longitudinal design and
enables studies of obesity risk factors, such as motor
skills and objectively measured PA and SB.
The aim of the present study was to describe the levels
and patterns of PA and SB in a sample of Swedish chil-
dren, two years of age. A further aim was to study pos-
sible correlates of PA and SB such as sex, BMI, motor
skills and family-related factors.
Methods
Participants
Two-year follow-up data from the Early STOPP study
was used. Families were recruited based on parental
BMI (at least one parent with BMI ≥ 30 or two parents
with BMI ≥ 25) from pediatric health care centers in
Stockholm before the child’s first birthday. Additionally,
a reference group of families with normal-weight parents
were enrolled in the study, representing a low risk
group. Children with chronic health problems likely to
influence growth, physical activity, or eating habits had
been excluded prior to the baseline visit. High risk fam-
ilies were allocated to either intervention or control
group, through cluster randomization of pediatric health
care centers. Families are followed yearly until the child’s
sixth birthday. Recruitment started in 2010 and was
completed in early 2013. The Early STOPP study was
approved by The Stockholm Regional Ethical Review
Board (2009/217-31/2) and families signed forms giving
their informed consent prior to their inclusion. Detailed
information about the study can be found elsewhere
[18,19]. In total 178 children (51 with normal-weight
parents and 127 with either two parents being over-
weight or at least one parent being obese) attended the
two-year follow-up visit in the Early STOPP study and
were avaliable for inclusion in this sub-study.
Physical activity and sedentary behavior
PA and SB were assessed using the Actigraph GT3X+
accelerometer (Actigraph, Pensacola, FL), a 5 × 5 × 2 cm
monitor, which is lightweight and water-resistant. The
accelerometer was mailed to the families, along with de-
tailed information on how to use the accelerometer.
Children wore the accelerometer, attached by a strap, on
their left wrist for seven consecutive days and nights
[20]. After the measurement period the accelerometers
were collected by research staff at the two-year visit.A sampling rate of 30 Hz was used and accelerometer
data was tallied at five-second intervals, as suggested in
order to capture the short bursts of activity that is charac-
teristic of young children [21]. The accelerometer data,
vertical axis and vector magnitude (VM), were down-
loaded and analyzed in the ActiLife program, version 6.8
(Actigraph, Pensacola, FL). A pragmatic approach was
used to remove sleep time. The hours between 8 p.m. and
7 a.m. were excluded from the analysis, since two-year old
children usually go to bed between 8 and 9 p.m. and rise
between 7 and 8 a.m. [22,23]. Sleep during the day was
considered sedentary time. Children with a minimum of
four days of data, including at least one weekend day, were
included [24].
Outcome variables were average PA expressed as
counts per minute (CPM) for the vertical axis and the
VM. Accelerometer steps have not been validated in pre-
school children but were used as a proxy for overall activ-
ity. Time spent in different intensities was also assessed.
Minutes per day spent in SB and in low and high-intensity
PA was calculated based on intensity thresholds developed
by our group [25]. Accelerometer counts ≤89 and ≥440
per five seconds for the vertical axis were used for seden-
tary and high-intensity PA, respectively. In addition, to
study behavioral patterns, bouts of PA and SB were calcu-
lated. For time spent in low and high-intensity PA bouts
of five minutes were used. For each five-minute bout of
low-intensity, activity below 89 counts and exceeding 440
counts per 5 minutes was accepted for one minute. For
each five-minute bout in high-intensity PA, one minute
below 440 was accepted for one minute. For SB, bouts of
30 minutes, allowing one minute of counts exceeding 89
counts per 5 second, were computed. Data for weekdays
and weekend days were examined separately in order to
study the pattern over the week.
Height and weight
Height was measured using a stadiometer and weight
was measured, using a portable scale (Tanita HD-316,
Tanita Corp.; Tokyo, Japan) in both children and par-
ents. BMI (kg/m2) was calculated and weight status de-
termined (normal, overweight or obese). For children,
BMI was classified according to Cole et al [26]. In chil-
dren the categories overweight and obese were merged
since only one child was considered obese. To calculate
the BMI standard deviation score (BMI SDS) Swedish
sex and age specific reference values were used [27].
Motor skills
Motor skills were assessed using the “neurological exam-
ination technique for toddler-age” according to Hempel
[28]. This test, which is intended to detect minor differ-
ences in motor skill development, is designed for chil-
dren of 1.5-four years of age and has shown satisfactory
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the items, mean value 0.93). The test takes about 30 mi-
nutes to perform and includes assessment of fine-, gross-,
and fundamental movement skills. The test consists of
seven parts; prehension, sitting, crawling, standing, walk-
ing, and assessment of cranial nerve function and senso-
motor function (e.g. assessment of muscle tone and
reflexes). A manual is provided that describes in detail
how items are to be assessed and interpreted. The test was
carried out by one of two alternating physiotherapists,
trained to perform and assess the test. The test was video
recorded and the video was then watched so that items
could be scored.
Items are summarized in a Neurological Optimality
Score (NOS) ranging from 0-58. In addition to the total
score, the children were classified into NOS <53 and ≥53,
in order to compare those given lower scores with those
given higher scores. Since no reference values for what
might be “low” or “high” NOS were provided, the dichot-
omy variable was computed based upon a previous study
showing that the median NOS for children exposed to
pre- and postnatal polychlorinated biphenyls and dioxins
was 53 [29]. More information about the test can be found
elsewhere [28].
Family-related factors
Data on older siblings, child care and parental education
were collected via questionnaires filled in by the parents.
The children attended preschool, full-time (≥30 h/day)
or part-time (<30 h/day), or were in other types of child
care (e.g. were taken care of by a parent or babysitter).
Regarding educational level there were three response
options: nine years of school, 12 years of school, more
than 12 years of school. The educational levels of the
parents were combined and dichotomized into high and
low parental educational levels. If one or both parents
had more than 12 years of school the family was consid-
ered as having a high level of education.Statistical analysis
Since no differences in outcome measures were seen be-
tween intervention and control families at the 2-year
visit the groups were merged and referred to as the high
risk group. Descriptive data on age, BMI, BMI SDS and
NOS score were presented as means and standard devia-
tions (SD). For sex, weight status (normal/overweight),
NOS < and ≥53, classification into family group (high-risk/
low-risk), first-born status, child care situation (full-time
or part-time preschool/other) and parental education
(high/low), n (%) was used. For comparisons of back-
ground characteristics between children who wore and
children who did not wear the accelerometer, an inde-
pendent t-test was used.All PA and SB variables were presented as mean (SD)
and were also calculated as means (SD) as a weekly average
and for weekdays and weekend days separately. To assess
differences in PA and SB between weekdays and weekend
days, the paired samples t-test was used and Cohen’s d was
calculated. Cohen’s d 0.2 is considered a small effect, 0.5 a
medium effect and 0.8 a large effect [30].
Differences in PA and SB by: sex, BMI, weight status,
NOS, NOS over and under 53, family group, first-born
status, full time or part-time preschool attendance and
parental education were calculated using univariate
ANOVA. Eta squared was calculated to assess effect size.
An effect size of 0.1 is considered small, 0.25 medium
and 0.4 large [30].
To further explore the data the lowest and highest
quartiles of NOS and BMI were examined in relation to
the lowest and highest quartiles of PA and SB. Addition-
ally, NOS was examined with respect to parental weight
status. As these analyses did not result in any additional
findings compared to those using total score and dichot-
omy variables the results are not reported.
P-values <0.05 were considered statistically significant.
Version 22 of SPSS for Windows (SPSS Inc., Chicago, IL)
was used for the analyses.
Results
In total, 178 children attended the two-year visit and
138 of them wore the accelerometer. Of these children,
15 were excluded due to having less than four days of
valid data (n = 13) and missing weekend data (n = 2).
Thus 123 children remained for analysis. No differences
in background characteristics between children who
wore and children who did not wear the accelerometer
were found, except for BMI, which was 16.6 (SD 2.6)
and 17.5 (SD 1.7), respectively (p = 0.03). Data were
missing for BMI (n = 3, due to child refusing to have
weight or height measured), motor skills (n = 5), child-
care situation (n = 14) and parental education (n = 1).
However, these children were included in all analysis, ex-
cluding only the missing variable. Characteristics of the
included children are shown in Table 1.
Descriptive data on PA and SB are presented in
Table 2. Children performed low-intensity PA for 34%
and were active at a high-intensity 11% of the day. On
average 55% of the day was spent being sedentary. Of the
123 children, 97 (79%) had any bout of 5 minutes in low-
intensity PA. Four children (3%) had any bout of 5 minutes
in high-intensity PA. All children had one or more bouts
in sustained SB (mean 2.5, SD 1.2) lasting for 30 minutes
or more. Weekdays and weekend days were compared
and found to be almost similar. Number of steps per day
and time spent in low-intensity PA differed: on weekdays,
363 more steps (p = 0.01, Cohen’s d = 0,19) and six more
minutes in low-intensity PA (p = 0.04, Cohen’s d = 0,16).
Table 1 Descriptive characteristics of participants
Mean (SD) n (%) Missing n (%)




BMI (kg/m²)¹ 16.9 (1.4) 3 (2)
BMI SDS² -0.2 (1.1) 3 (2)
Weight status³ 3 (2)
Normal weight 104 (87)
Overweight 16 (13)
Family group4
High risk 86 (70)
Low risk 37 (30)
NOS5 54.1 (1.9) 5 (4)
NOS <53 23 (20) 5 (4)
First born 62 (50)
Child care 14 (11)
Preschool full-time 83 (76)
Preschool part-time 18 (17)
Other 8 (7)
High parental education 90 (74) 1 (1)
¹BMI = Body Mass Index.
²BMI SDS = Body Mass Index Standard Deviation Score.
³BMI categories according to Cole et al.
4Family group based on parental BMI. High risk: both parents BMI ≥25 or at
least one parent ≥30.
5NOS = Neurological Optimality Score.
Total sample N=123.
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crease in both high-intensity PA and in SB. No other
significant differences between weekdays and weekend
days were found for any PA or SB variable (p = 0.2–0.86,
Cohen’s d < 0.07).
The level and pattern of PA and SB remained similar
across sex, BMI and NOS (Table 2). No significant differ-
ences were identified for any PA or SB variable by sex, BMI,
NOS (as categorical and as continuous variable) or any
family-related variable (p = 0.07–0.95, eta square <0.03).
Discussion
To the best of our knowledge this is the first study on
two-year-old children to objectively examine PA and SB
over several days. The most important findings were that
the children spent about half of their daytime being ac-
tive, at either a high or low intensity. Further, neither
sex, BMI, motor skills, nor family-related factors were
correlated with two-year-old children’s PA or SB.
The finding that 35% of sedentary time consisted of sus-
tained sitting for at least 30 minutes together with the
finding that bouts lasting longer than five minutes in highintensity PA were very rare confirms the assumption that
young children have an intermittent activity pattern [14].
Thus, PA data based on proxy reports could be inaccurate.
Objective measures, such as accelerometry used in this
study, can capture short bursts of PA and SB and should
be the method of choice for this population [14].
In studies on school-aged children results are often
compared with WHO guidelines recommending chil-
dren to be physically active at least 60 minutes per day
[31]. The evidence to support the guidelines for very
young children is insufficient; however some countries
have developed guidelines for children under the age of
five [32,33], recommending that very young children en-
gage in PA for at least 180 minutes per day. However, no
recommendations regarding intensity level are provided.
The children in the present study were physically active
for about 350 minutes per day, when both low and high
intensity were considered together.
Swedish school-aged children, six years of age and
older, appear to be less active on weekends compared to
weekdays [6]. In our sample, weekdays and weekend
days were almost identical, except that on weekdays the
children took significantly more steps and spent more
time in low-intensity PA, which may indicate that the ac-
tivities of daily living are already slightly different on week-
days and weekends for this age group. Most Swedish two-
year-old children, like the children in our sample, attend
preschool on weekdays, allowing them many opportunities
to be physically active both indoors and outdoors. On
weekend days, however, the opportunities to be active may
be different. On weekend days child PA may be affected
by parental PA. This was not investigated here but should
be examined in future studies. However, the difference
was small: only about 350 steps and six minutes in low-
intensity PA per day and the effect size was low. Since
there were no differences in average PA, and both time in
high-intensity PA and sedentary time were lowered while
low-intensity PA was increased on weekdays, this differ-
ence is likely not relevant from a clinical perspective. Since
almost all children (76%) in our sample attended pre-
school full-time, it was not possible to draw any further
conclusions from analyses related to child-care.
The Early STOPP study involves two groups with re-
gard to parental weight status and is therefore optimized
for the detection of differences associated with parental
weight. Despite that, no differences in any PA or SB vari-
able or in motor skills were found with regard to weight
status or BMI of children or parents. This result are in
line with previous studies showing that parental obesity
does not seem to affect early weight gain or eating pat-
terns [19,34]. However, within the Early STOPP cohort
we have shown that weight at one year of age is inversely
associated with parental education [19]. Other groups
have also reported that other markers of socioeconomic
Table 2 Physical activity and sedentary behavior variables (mean (SD) per day)















Average PA¹ (CPM² vertical) 1814 (391) 1812 (368) 1816 (416) 0.95 1817 (374) 1841 (506) 0.82 1922 (443) 1797 (377) 0.17
Average PA¹ (CPM² VM³) 3046 (524) 3003 (547) 3087 (501) 0.38 3041 (526) 3163 (488) 0.38 3236 (541) 3017 (506) 0.07
Steps 11152 (1628) 11181 (1733) 11124 (1531) 0.85 11175 (1649) 11251 (1422) 0.86 11527 (1698) 11114 (1581) 0.27
Sedentary
Minutes 432 (47) 436 (45) 428 (49) 0.38 432 (48) 422 (40) 0.42 416 (43) 434 (47) 0.09
No of 30 min bouts 2.5 (1.2) 2.5 (1.3) 2.4 (1.0) 0.66 2.2 (1.3) 2.4 (0.8) 0.73 2.4 (1.3) 2.5 (1.2) 0.67
Total time in 30 min bouts 153 (78) 151 (83) 155 (75) 0.78 155 (83) 146 (51) 0.63 143 (67) 157 (83) 0.44
Low PA
Minutes 265 (33) 263 (30) 267 (36) 0.56 265 (34) 270 (26) 0.59 275 (29) 264 (34) 0.15
No of 5 min bouts 2.1 (1.5) 2.3 (1.6) 1.9 (1.4) 0.21 2.2 (1.5) 1.9 (1.4) 0.44 2.1 (1.4) 2.1 (1.5) 0.84
Total time in 5 min bouts 12 (8) 13 (9) 11 (8) 0.14 12 (9) 10 (8) 0.40 11 (8) 12 (9) 0.72
High PA
Minutes 84 (23) 82 (25) 86 (21) 0.36 84 (23) 89 (23) 0.83 90 (26) 83 (22) 0.18
No of 5 min bouts 0.2 (0.3) 0.2 (0.3) 0.2 (0.3) 0.89 0.2 (0.3) 0.2 (0.3) 0.93 0.2 (0.3) 0.2 (0.3) 0.66
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in the present study PA is not associated with parental
education it is likely that food intake patterns are more
important than PA or socioeconomic status for early
obesity development.
No correlates to any PA or SB variable were found
despite the fact that the individual variation in PA was
pronounced and similar to what we have found in older
children [6]. The PA for children two years of age seems
to be primarily regulated by endogenous factors such as
genetic and epigenetic variations, although exogenous
factors that remain to be identified probably also con-
tribute. Only one previous study on correlates of object-
ively measured PA and SB among two-year-old children
has been found in the literature [37]. In that study PA
was measured by a hip-worn accelerometer for two days.
In contrast to our findings, in this age group, being male
was already positively associated with time spent in
moderate-to-vigorous PA and negatively associated with
time spent sedentary. As in the present study the child’s
BMI and parental educational level was not correlated to
PA. Due to lack of studies on children under the age of
three further comparisons are difficult to make. It is yet
unclear if PA is associated to sex [12,38,39], child’s BMI
[38,39], child adiposity [40], parental weight [12] or par-
ental education [5,41] in preschool children, that is,
three-five-year-olds. Motor skills have been examined in
relation to objectively measured PA and SB in some
studies on four-five year olds [8,12,42-44]. Overall, the
results are unclear but some studies support a positive
association between PA and gross motor skills [8,42].
The accelerometers were not removed at night and to
exclude sleep time the hours between 8 p.m. and 7 a.m.
were deleted. We did not consider day time naps. Thus,
time when the child was sleeping outside the removed
hours was considered sedentary time and if the child was
awake and active at night, that activity was disregarded.
However, it is not likely that a few minutes of missing ac-
tivity or sedentary time would affect the results.
Strengths of the present study are its use of an objective
method to measure PA and SB over several days. We used
age and site specific intensity thresholds to categorize ac-
celerometer data as time spent on different intensity levels.
Further, motor skills, height and weight were also mea-
sured objectively, thus eliminating bias associated with
proxy reports.
One limitation is that the included children were
homogenous with regard to the included correlates, such
as motor skill and BMI. Most children had high scores on
the motor-skill test. The motor-skill test used is developed
to capture minor differences in motor skill development
and was considered the best method of choice. However,
it has mainly been used on in vitro fertilized children and
on children prenatally exposed to dioxins, and may thusnot have been sufficiently sensitive. The accelerometer
was worn on the wrist, which might be a limitation. Place-
ment site of the monitor will affect the output, making
comparison of average PA (counts/minute) across studies
with different placement sites impossible. However, we
used age and site-specific intensity thresholds to calculate
time in different intensities, enabling comparison of time
in sedentary, low and high intensity PA. Step counts from
a wrist worn Actigraph have not been validated for chil-
dren under the age of 3. Thus, we are not sure the number
of steps measured is actually true steps. We chose to in-
clude information about steps, in addition to average ac-
tivity and time in intensities, as it might be a proxy for
overall activity. Despite the high number of overweight
and obese parents as a consequence of the study design,
only a few of the children were considered overweight.
Further, children who did not wear the accelerometer had
a higher BMI than those included in the study.
Conclusions
In conclusion this study demonstrates that two-year-old
children have an intermittent activity pattern, with only
slight variation over weekdays, and spend about half of
their days being sedentary. In addition no correlates to
children’s PA or SB were found. Taken together, the re-
sults indicate that PA or SB in two-year old children is
not related to being overweight but these results needs
to be confirmed by future prospective studies.
Abbreviations
BMI: Body mass index; BMI: SDS body mass index standard deviation score;
CPM: Counts per minute; NOS: Neurological optimality score; PA: Physical
activity; SB: Sedentary behavior; SD: Standard deviation; VM: Vector magnitude.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
EJ was responsible for the design of the study, collected the data, performed
the statistical analyses and wrote the manuscript. MH was responsible for the
design of the study and supervised the data collection procedures. She also
supervised the manuscript process and finalized the manuscript. VS collected
the data and contributed to the writing of the paper. AE collected the data
and contributed to the writing of the paper. MF collected the data and
contributed to the writing of the paper. HN collected the data and
contributed to the writing of the paper. CM was the principal investigator of
the main study and reviewed the study design. He also supervised the data
collection procedures, supervised the manuscript process and finalized the
manuscript. All authors read and approved the final manuscript.
Acknowledgements
This study was supported by the Swedish Research Counsil, the Sven Jerring
Foundation, the Filip Lundberg Foundation, Sällskapet Barnavård, Karolinska
Institutet, the Swedish Heart-Lung Foundation and Stockholm Free Masons’
Foundation for Children’s Welfare.
Author details
1Karolinska Institutet, Department of Clinical Science, Technology and
Intervention, Division of Pediatrics, Stockholm, Sweden. 2Karolinska Institutet,
Department of Neurobiology, Care Sciences and Society, Division of
Physiotherapy, Stockholm, Sweden. 3Karolinska University Hospital at
Huddinge, Barnendokrinlab B62, SE-141 86 Huddinge, Sweden.
Johansson et al. International Journal of Behavioral Nutrition and Physical Activity  (2015) 12:3 Page 7 of 7Received: 18 June 2014 Accepted: 6 January 2015References
1. Archer E, Blair SN. Physical activity and the prevention of cardiovascular
disease: from evolution to epidemiology. Prog Cardiovas Dis.
2011;53:387–96.
2. Strong WB, Malina RM, Blimkie CJ, Daniels SR, Dishman RK, Gutin B, et al.
Evidence based physical activity for school-age youth. J Pediat.
2005;146:732–7.
3. Timmons BW, Leblanc AG, Carson V, Connor Gorber S, Dillman C, Janssen I,
et al. Systematic review of physical activity and health in the early years
(aged 0-4 years). Appl Physiol, Nutrit, Metab. 2012;37:773–92.
4. Hinkley T, Salmon J, Okely AD, Crawford D, Hesketh K. Influences on
preschool children's physical activity: exploration through focus groups.
Fam Community Health. 2011;34:39–50.
5. Sallis JF, Prochaska JJ, Taylor WC. A review of correlates of physical activity
of children and adolescents. Med Sci Sports Exercise. 2000;32:963–75.
6. Nyberg GA, Nordenfelt AM, Ekelund U, Marcus C. Physical activity patterns
measured by accelerometry in 6- to 10-yr-old children. Med Sci Sports
Exercise. 2009;41:1842–8.
7. Salmon J, Tremblay MS, Marshall SJ, Hume C. Health risks, correlates, and
interventions to reduce sedentary behavior in young people. Am J Prevent
Med. 2011;41:197–206.
8. Bürgi FMU, Granacher U, Schindler C, Marques-Vidal P, Kriemler S, Puder JJ.
Relationship of physical activity with motor skills, aerobic fitness and body
fat in preschool children: a cross sectional and longitudinal study. Int J Obes
(Lond). 2011;35:937–44.
9. Lubans DR, Morgan PJ, Cliff DP, Barnett LM, Okely AD. Fundamental
movement skills in children and adolescents: review of associated health
benefits. Sports Med. 2010;40:1019–35.
10. Barnett LM, van Beurden E, Morgan PJ, Brooks LO, Beard JR. Childhood
motor skill proficiency as a predictor of adolescent physical activity.
J Adolesc Health. 2009;44:252–9.
11. Campbell KJ, Hesketh KD. Strategies which aim to positively impact on
weight, physical activity, diet and sedentary behaviours in children from
zero to five years. A systematic review of the literature. Obes Rev.
2007;8:327–38.
12. De Craemer M, De Decker E, De Bourdeaudhuij I, Vereecken C, Deforche B,
Manios Y, et al. Correlates of energy balance-related behaviours in preschool
children: a systematic review. Obes Rev. 2012;13 Suppl 1:13–28.
13. Van Der Horst K, Paw MJ, Twisk JW, Van Mechelen W. A brief review on
correlates of physical activity and sedentariness in youth. Med Sci Sports
Exercise. 2007;39:1241–50.
14. Freedson PPD, Janz KF. Calibration of accelerometer output for children.
Med Sci Sports Exercise. 2005;37:523–30.
15. Mannini A, Intille SS, Rosenberger M, Sabatini AM, Haskell W. Activity
recognition using a single accelerometer placed at the wrist or ankle.
Med Sci Sports Exercise. 2013;45:2193–203.
16. Rosenberger ME, Haskell WL, Albinali F, Mota S, Nawyn J, Intille S. Estimating
activity and sedentary behavior from an accelerometer on the hip or wrist.
Med Sci Sports Exercise. 2013;45:964–75.
17. Ekstedt M, Nyberg G, Ingre M, Ekblom O, Marcus C. Sleep, physical activity
and BMI in six to ten-year-old children measured by accelerometry:
a cross-sectional study. Int J Behav Nutr Phy Activ. 2013;10:82.
18. Sobko TSV, Ek A, Ekstedt M, Karlsson H, Johansson E, Cao Y, et al. A
randomised controlled trial for overweight and obese parents to prevent
childhood obesity–Early STOPP (STockholm Obesity Prevention Program).
BMC Public Health. 2011;18:336.
19. Svensson VEA, Forssén M, Ekbom K, Cao Y, Ebrahim M, Johansson E, et al.
Infant growth is associated with parental education but not with parental
adiposity - Early Stockholm Obesity Prevention Project. Acta Paediatr.
2014;103(4):418–25.
20. Matthews CE, Hagstromer M, Pober DM, Bowles HR. Best practices for using
physical activity monitors in population-based research. Med Sci Sports
Exercise. 2012;44:S68–76.
21. Baquet G, Stratton G, Van Praagh E, Berthoin S. Improving physical
activity assessment in prepubertal children with high-frequency
accelerometry monitoring: a methodological issue. Preventive medicine.
2007;44:143–7.22. Palmstierna P, Sepa A, Ludvigsson J. Parent perceptions of child sleep: a
study of 10,000 Swedish children. Acta Paediatr. 2008;97:1631–9.
23. Acebo C, Sadeh A, Seifer R, Tzischinsky O, Hafer A, Carskadon MA. Sleep/
wake patterns derived from activity monitoring and maternal report for
healthy 1- to 5-year-old children. Sleep. 2005;28:1568–77.
24. Trost SG, Pate RR, Freedson PS, Sallis JF, Taylor WC. Using objective physical
activity measures with youth: how many days of monitoring are needed?
Med Sci Sports Exercise. 2000;32:426–31.
25. Johansson E EU, Nero H, Marcus C, Hagströmer M: Calibration and
cross-validation of a wrist-worn Actigraph in young preschoolers. Pediatr Obes.
2014 Jan 10. doi:10.1111/j.2047-6310.2013.00213.x. [Epub ahead of print]
26. Cole TJ, Bellizzi MC, Flegal KM, Dietz WH. Establishing a standard definition
for child overweight and obesity worldwide: international survey. BMJ.
2000;320:1240–3.
27. Karlberg J, Luo ZC, Albertsson-Wikland K. Body mass index reference values
(mean and SD) for Swedish children. Acta Paediatr. 2001;90:1427–34.
28. Hempel MS. Neurological development during toddling age in normal children
and children at risk of developmental disorders. Early Human Dev. 1993;34:47–57.
29. Lanting CI, Patandin S, Fidler V, Weisglas-Kuperus N, Sauer PJ, Boersma ER,
et al. Neurological condition in 42-month-old children in relation to
pre- and postnatal exposure to polychlorinated biphenyls and dioxins.
Early Human Dev. 1998;50:283–92.
30. Cohen J. A power primer. Psych Bull. 1992;112:155–9.
31. WHO: Global recommendations on physical activity for health. In Book
Global recommendations on physical activity for health. World Health
Organization; 2010.
32. Ageing ADoHa: Discussion Paper for the Development of Physical Activity
Recommendations for Children Under Five Years. In Book Discussion Paper for
the Development of Physical Activity Recommendations for Children Under
Five Years. pp. 1-191. Australian Department of Health and Ageing; 2008:1-191.
33. Health UDo: Making the for UK Physical Activity Guidelines for Early Years. In
Book Making The for UK Physical Activity Guidelines for Early Years. pp.
22-24. Department of Health; 2011:22-24.
34. VS: Family-related obesity risk factors and dietary behaviours in high-risk
populations: associations with child weight development. Karolinska
Institutet, Department of Clinical Science, Intervention and Technology,
Division of Pediatrics; 2014
35. Wijlaars LP, Johnson L, van Jaarsveld CH, Wardle J. Socioeconomic status
and weight gain in early infancy. Int J Obes. 2011;35:963–70.
36. Van Den Berg G, Van Eijsden M, Galindo-Garre F, Vrijkotte T, Gemke R. Low
maternal education is associated with increased growth velocity in the first year
of life and in early childhood: the ABCD study. Eur J Pediat. 2013;172:1451–7.
37. Wijtzes AI, Kooijman MN, Kiefte-de Jong JC, de Vries SI, Henrichs J, Jansen
W, et al. Correlates of Physical Activity in 2-Year-Old Toddlers:
The Generation R Study. J Pediatr. 2013;163(3):791–9.e1-2.
doi:10.1016/j.jpeds.2013.02.029. Epub 2013 Mar 21.
38. Hinkley T, Crawford D, Salmon J, Okely AD, Hesketh K. Preschool children
and physical activity: a review of correlates. Am J Prevent Med. 2008;34:435–41.
39. Van Cauwenberghe E, Jones RA, Hinkley T, Crawford D, Okely AD. Patterns
of physical activity and sedentary behaviour in preschool children. Int J
Behav Nutrit Phys Activ. 2012;9:138.
40. Collings PJ, Brage S, Ridgway CL, Harvey NC, Godfrey KM, Inskip HM, et al.
Physical activity intensity, sedentary time, and body composition in
preschoolers. Am J Clin Nutri. 2013;97:1020–8.
41. Kelly LA, Reilly JJ, Fisher A, Montgomery C, Williamson A, McColl JH, et al.
Effect of socioeconomic status on objectively measured physical activity.
Arch Dis Child. 2006;91:35–8.
42. Cliff DPOA, Smith LM, McKeen K. Relationships between fundamental
movement skills and objectively measured physical activity in preschool
children. Pediatr Exerc Sci. 2009;21:436–49.
43. Williams HG, Pfeiffer KA, O'Neill JR, Dowda M, McIver KL, Brown WH, et al.
Motor skill performance and physical activity in preschool children.
Obesity (Silver Spring). 2008;16:1421–6.
44. Fisher A, Reilly JJ, Kelly LA, Montgomery C, Williamson A, Paton JY, et al.
Fundamental movement skills and habitual physical activity in young
children. Med Sci Sports Exer. 2005;37:684–8.
